Letters to the Editor

Psychiatric research From Dr A V P Mackay Physician Superintendent
Argyll & Bute Hospital, Argyll PA31 8LD Dear Sir, I read with interest the recent editorial by Professor Rawnsley on this topic (November 1980 Journal, p 768) . Over the past ten years I have taken the trouble to acquire intensive training in . both psychopharmacology and in psychiatry with a view to being equal to the job of 'bridge man' (Peart 1979) . Until very recently I was responsible for the development of clinical psychiatric research at a Medical Research Council Unit in Cambridge. My training was, I think, appropriate to the task, and the place was appropriate in that the psychiatric services and preclinical laboratory expertise were in juxtaposition and theoretically amenable to such a 'bridge'. However, I was confronted with an obstacle which proved insurmountable, for the time being at least.
This obstacle was the inability of the Medical Research Council to fund directly the establishment of clinical psychiatric research beds. Under a long-standing national agreement, the Medical Research Council must seek such clinical facilities (including nurse staffing) from DHSS funds. In the days when this arrangement was formalized, the National Health Service was in a state of relative solvency and thus money was available from that source to enable the establishment of clinical psychiatric research units. However, the situation is now very different and Districts find it virtually impossible to maintain basic services let alone the luxury of a clinical research unit. Without some sort of discrete and special facility, with suitably trained nursing staff who are formally attached to such a unit, a longterm psychiatric research programme cannot be launched.
My experience has been that everyone concerned -Medical Research Council staff, National Health Service Colleagues, and University colleagues -are all sympathetic but money for this purpose is simply not available. I submit that the Medical Research Council should look with urgency at their current policy concerning the funding of clinical research beds. Substantial sums are involved, but perhaps not as substantial as is feared by some. The number of such units being formed for the first time would be extremely limited.
If the Medical Research Council wants clinical psychiatric research then it must be prepared to find the funds. I eventually found myself spending the majority of my time striving to establish tangible research facilities in a situation in which all DHSS funds were rightly allocated to essential service requirements. I decided I could do a more useful job elsewhere, thus my present address.
These comments do not, of course, touch on many of the other important problems outlined by Professor Rawnsley and by Professor Peart (1979) , but I do believe that traĩi ng the 'bridge man' is not sufficient. He must be given the bricks and mortar if any permanent structure is to be erected. (November 1980 Journal. p 768) , has drawn attention to its importance and the need for a better career structure to attract more talented personnel. From the practical point of view, as a general practitioner I am confronted, as are all doctors, by the problem of human behaviour and how to modify it. When I refer to literature and textbooks to improve my understanding, I find that psychiatry is an unsatisfactory science and psychology not much better. Neurophysiology has a better scientific basis, but the facts of this subject are still far removed from the subjective feelings of patients, and indeed myself.
Yours sincerely
In my other role as a lecturer in electronics, I am told that the human brain is some kind of computer -albeit on a larger scale than any yet conceived. To understand the workings of a computer one first requires a sight of the wiring diagram and a knowledge of the parameters of the components which are thereby connected. Furthermore, one needs a model of how it might work.
When one attempts to discover the wiring diagram of the human central nervous system, one finds that the area of cortex which is quoted is Journal of the Royal Society of Medicine Volume 74 February 1981 169
The skeleton in many diseases is osteopenic. Osteogenesis imperfecta is such a one. There are no grounds for believing that by driving mineral into the bone, even if that were possible, any deficiency in bone mass would be altered. Unless, that is, one believes that by so doing net bone formation would result, adding to the skeletal mass. Perhaps in the paper in question this is what is intended to be conveyed by 'remineralizing the skeleton'. However, nowhere is this stated, and one is left with the very strong impression that movement of mineral into and out of the skeleton independently of any modulation of tissue mass is at stake. The hypothesis could be that the treatment causes osteoid to mineralize, thereby inducing more to be formed, by an amount in excess of that concurrently being removed by the resorption phase of the turnover process. If it is this hypothesis that was being tested then it has not stood up to the experimental observations. Yours faithfully PAUL D BYERS I December 1980 several times too small; so, for example, the function and connections of the nerve fibres cut in the operation of pre-frontal leucotomy are only vaguely understood.
We could practise psychiatry a bit better if we only had elementary knowledge of how the brain works. Not only is there a dearth of good psychiatric researchers, there is an even greater dearth of workers in the basic anatomical and physiological sciences, who are less well paid than their clinical colleagues.
There is a cheering prospect in the future from the results of genetic engineering. We now have the ability to isolate human genes and their products so that they can be investigated pharmacologically. This is an enormous short cut in medical scienceand it is difficult to overestimate its possibilities. There are 30000 genes in man, and the investigation of this number of potent pharmacological agents would daunt the largest manufacturer. Nevertheless, it can be done, and it is likely that the next ten years of medical science might be more productive than the last two thousand. (November 1980 Journal, p 780) , or is the which must include the brain should be an integral difficulty only semantic? The question arises from part of current and future studies of dementia so their use of the words demineralization, that there is more sense in this field. mineralization, and remineralization.
In the Mortality Statistics for England and Emphasis on the duality of the tissues making Wales for 1978 (Table 2, Series DH2, No.5, 1978) up the skeleton, i.e. bone and osteoid, is helpful in death is recorded as due to 'senile dementia' talking about bone disease. Observations on bone (290.0) in 1093 women and 380 men (three in the and mineral concentration have yet to show age group 55-59 and the rest older), and 'presenile variation from normal in health or disease, dementia' (290.1) in 78 women and 62 men (25 in excepting focal areas of perilacunar mineral the age groups from 40-59 and the rest older). deficiency in the osteomalacias, which are Senile and presenile dementia together are by far insufficient to affect the appearance of clinical the largest subgroup in the category of 'psychoses' radiographs. What does vary is the proportion of' (290-299). Some probably similar cases are listed bone and osteoid, and the total skeletal mass they. under 'senility and ill defined diseases' (790-796): constitute. Thus we can think of osteomalacia as a the category of 'senility without mention of reduced amount of bone, most obvious in the later psychosis' (794) includes 1160 women and 279 stages, clothed in an excess of osteoid (a state men (all older than 64 years). It is currently arrived at by successive cycles of bone resorption assumed that Alzheimer's disease/senile dementia and its replacement by osteoid which then fails to accounts for a large proportion of cases of be mineralized). Strip away the osteoid and you dementia. The death certification is not regularly have, with respect to bone mass, the equivalent of supported by autopsy and microscopic osteoporosis. This is a skeleton deficient in its examination of the brain. bony component, for which osteopenia is an apt It is likely that some cases under 290 or 794 may description.
belong in other categories, such as 'hypertension'
